Vaccine Administration Record Clinic Name and Address:

Doctor’s Office
Record Number: 12345678 311 Main Street,
Patient Name: Jane Johnson Yourtown, MA 02100
Address: __ 123 Your Street, Yourtown, MA 02100 Name(s) of Vaccine Administrator(s): Initials
Birth Date: _August 1, 2004 Male _ Female _X Dan O. Charles, MD DOC
Medicare Number: Natalie U. Robinson, LPN / Naomi Peterson NUR / NP
Insurance Number: Use Reverse Side for Additional Names and Initials

Vaccine administrator: Make sure to give the parent or legal representative the most recent copy of the Vaccine Information Statement (VIS) which explains risks and benefits of
vaccine for each dose of vaccine given.

Vaccine Type of Date Dose Route Site Vaccine Vaccine Information | Vaccine
Vaccine* Given ** Given*** Statement Admin
mo/day/yr (RALA, lot # mfr. Date on Date Initials
RT,LT) VIS Given
:—Iepat:'tisg L 8/1/04 | 05mL | IM RT ENG5507A4 | GSK | 7/11/01 | 8/1/04 DOC
e.g., HepB, HepB-Hib,
DTaP-HopB-Pv) 4/ DTaP-HepB-IPV | 10/1/04 | 05mL | IM RT | AC21A001AA | Gsk | 7/11/01 | 10/1/04 | NUR
DTaP-HopB1py |DTcP-HepB-IPV | 12/1/04 | 05mL | IM RT | Af21A0014A | Gsk | 7/11/0} | 12/1/04 NP
P DTaP-HepB-IPV | 2/1/05 | O5mL | M RT | Aca1a0szaa | sk | 7/1/01\ | 2/1/05 NUR
Diphtheria, \DTaP-HepB-TPV | 10/1/04 | 05mL | IM RT [ Ac21a0p14A | Gsk | 7/30/01 \ 10/1/04 | NUR
etanus, Pertussis
(6. DTaP, DT, DaP-HepB-IPV | 12/1/04 | 05mL | IM RT /| Ac21a001AA | Gsk | 7/30/01 | 12/1/04 NP
DTaP-Hib, DWgP-HepB-IPV | 2/1/05 | 05mL | IM RT/ | Ac21a033a4a | Gsk |/7/30/01 |\er1/05 NUR
Tay | HepBARY, _DTaR-Hib 11/1/05 | 05mL [ ™M RY_— umobA | avp J 7/30/01 | /1705 | poc
DTaP-Hib A P/ \ 4/ \
- i M :
1 shot, 2 different lot #s 1 shot, same lot # |— 1 s}(ot, 3 different VIS dates
\ 7 s f
Haemophilus Hib \ 10/1/04 [ 05mL | IMN] LT UE1734A | Avp |[12/16/98 [ 10/1/04 | NUR
influenzae type -
(9. Hib, HepB-Hib, \| HiP \ | 1271704 [ oBmL [ IM | T UE173AA | Avp [ 12/16/98]| 12/1/04 NP
DTaP-Hib) \ Hib \ | 2/1/05gtosmL | M LT UE1/34aA | Avp /| 12/16/98 | 2/1/05 NUR
DTaP-Hib  \| 11/1/05] |do5mb aM [T | DuBbsiAa | avp/ | 12/16/98 | 11/1/05 DOC
\
Y D 7 11/
:’olioIPV DTaP-HepB-IPV | 10/1/04 | 05mL [IM-C | RT 9} Ac214a001aA | Ggk | 01/pi/00 | 10/1/04 | NUR
e.g., , o
DTaP-HepB-IPV) DTaP-HepB-TPV | 12/1/04 | 05mL (IM:3C | RT | AC21A001AA | GBK | 01/01/00 | 12/1/04 NP
DTaP-HepB-IPV | 2/1/05 | 05mL [IM$C | RT | AC21A032AA | @sSK | 01/q1/00 | 2/1/05 NUR
Pneumococcal Pcv 10/1/04 | 05mL | ™ LT 495-703 | JWYE | 09/3p/02 | 10/1/04 | NUR
gj‘g‘\‘,‘;ﬁ‘ate Pcv 12/1/04 | 05mL | M RT 495-703 | JwyE | 09/3p/02 | 12/1/04 NP
PcV 2/1/05 | 05mL | IM LT 495703 |/ WYE | 09/3¢/02 | 2/1/05 NUR
Pcv 8/1/05 | 05mL | IM LA 500-703 /| WYE | 09/3d/02 | 8/1/05 DOC
Measles, Mumps, MMR 8/1/05 | 05mL | SC RA 0963N /| MRK | 01/15f03 | 8/1/05 NUR
(MMR) MMR 8/1/08 | 05mL | SC RA 0967N | | MRK | 1/15/p3 |8/1/08 | DOC
Varicella Var 8/1/05 | 05mL | SC LA 172N [ | MRK | 12/16/98 | 8/1/05 NUR
(Var) SC / \
O Check box if this child has a physician-certified reliable history of chickenpox.****/ Date box checked v/'/L
Hepatitis A M / | | 1]
(HepA) v :
1 shot, 2 different VIS dates
Influenza IM-IN
Inactivated IM-IN
(Intramuscular) or
Live 6 )
Int |
(intranasal) How to record DTaP-HepB-IPV
Pneumococcal : : . .
oyascharide and DTaP-Hib combination vaccines
Other
Other

* Record the generic abbreviation for the type of vaccine given (e.g., DTaP), not the trade name. For combination vaccines, indicate the type (e.g., DTaP-Hib)
and all other information for each individual antigen (e.g., in the DTP and Hib sections) comprising the combination.

** Route: IM = Intramuscular, SC = Subcutaneous, IN = Intranasal, PO = Oral.

*** Site given: RA = Right Arm, LA = Left Arm, RT = Right Thigh, LT = Left Thigh.

****A reliable history of chickenpox is defined as: 1) physician interpretation of parent/guardian description of chickenpox; 2) physician diagnosis of chickenpox;
or 3) laboratory proof of immunity.
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